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e HTA
* Dyslipidémie
e Tabac actif

e 1997: STEMI inférieur (ATL CD).
* Pas de séquelle, fonction VG préservée

 STEMI antérieur pris en charge a H2
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* Faut-il revasculariser les lésions non coupables?
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revascularisation compléte vs. Lésion coupable ﬁé‘ésms
uniquement > 4000 patients
Q@ First Co-Primary Outcome:
(OMPlbﬂé!RIAI. Cv Death or New MI
& — Complete
=== Culprit only

15

Hazard Ratio 0.74
95% Cl 0.60-0.91
P=0.004

Cumulative incidence (%)
10

[ NNT (median 3 years) = 37 l

o4

0 1 2 3 4 5
No. at Risk Years of Follow-up
Complete 2016 1904 1677 938 337 70
Culpritonly 2025 1897 1666 933 310 59

Mehta et al NEJM 2019
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30% Primary Outcome: CV Death, Ml, hospitalization for
UA, HF or

—~ 259 resuscitated cardiac arrest

3 0 Adjusted Hazard Ratio = 0.93 (0.80, 1.08)

P P-value = 0.34

S 20%

% Absolute Difference INV vs. CON . CON
S 6 months: 15.5% NV
Py 15% A =1.9% (0.8%, 3.0%) f’,—/_
>

o‘a 0,

5 10% 139%

£

=]

o 0,

5% 4 years:
A =-2.2% (-4.4%, 0.0%)
0%
0 1 2 3 4 5
Follow-up (years)

Subjects at Risk

CON 2591 2431 1907 1300 733 293

INV 2588 2364 1908 1291 730 271

www.hightech-cardio.org _



T TECH

Le SCA est une pathologie diffuse 200

MARSEILLE

La moitié des événements apres SCA ne sont
pas en rapport avec la lésion coupable

25+
20- All events _ o4 404
& Cl-related events 15 goy
10~ }/."*‘lf ’ 11.6%
i NCL-related events
5 H/r’r ) 001 23 4 5
2 Indeterminate events 2.7% number of ruptured plaques distiact from the culprit Jeslon
0 T T T T T T T T T T T T T T T T T 1
0 1 2 3
Etude PROSPECT: Evénements CV majeurs chez 697 Pts post 24 patients SCA IVUS 3 Vaisseaux
SCA
Stone GW et al. N Engl J Med 2011 Riouffol et al Circ 2002
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* Faut-il revasculariser les Iésions non coupables?

e Quelles lésions revasculariser?
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STEMI patients with successful culprit lesion PCI (primary, rescue or pharmaco-invasive)
and 2 50% stenosis in at least one additional non-culprit lesion

\l, 1170 patients
. 40 centres
Randomization 2.5 ans
1:1
Complete revascularisation Complete revascularisation
Angio-guided PCI FFR-guided PCI
(during the index hospital admissiont) (during the index hospital admission )
+ +
omT omT

Follow-up : Discharge, 1, 6 and 12 months

Primary Efficacy Outcome: death or non-fatal Ml or unplanned hospitalization Puymirat et al
leading to urgent revascularization at 12 months NEJM 2021
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100 -
100
80 =
= o Angio-Guided PC]
23 97
)
gg 60 — 95 —
12 95
£3 94 FFR-Guided PCI
83 40 - 93
< 92 < Hazard ratio (FFR vs. Angio) = 1.32 (95% CI, 0.78 - 2.23)
9+ P=031
20 - 032
| T 1 | [ ] | I T | | T ]
0 1 2 3 4 5 6 7 8 9 10 1 12
0 T T T ] T I T | I l ; ]
0 1 2 3 4 5 & 7T 8 9 10 1 1
Angio-Guided PCI 577 570 567 565 560 560 557 555 555 554 552 548 37 Puymirat et al
FFR-GuidedPCI 586 577 573 570 567 566 566 562 559 553 553 549 385 NEJM 2021
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FRAME-AMI 20
562 patients angio guided vs. FFR guided

100
40
Hazard ratio, 0.43 (95% Cl, 0.25-0.75)
-~ 80 P=0.003
£ 30
Primary endpoint: 8 o Aadloarolipguidd Ao
death, Ml, g »
revascularization. ® 10
g D —
H b FFR-guided PCI
3
o 20 0 1 2 3 :-'_’H_'
—
ol F
6 1 2 3 4
Years of Follow-up
No. at Risk
Angiography-guided PCI 278 257 223 173 74
FFR-gudad PCI 284 27 237 186 79

Lee et al EHJ 2022
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Comparison of trials assessing FFR guided vs angiographically guided PCI of non-culprit lesions

FLOWER-MI

Primary Outcomes

74%vs 197% | [ 5.5% vs 4.2%
HR 043 (0.25-075) | | HR132(0.78-223)

Death, myocardial infarction, repeat
revascularisation

562 patients 1171 patients

47.25% NSTEM| 100% STEMI

Non-culprit lesion

Epicardial coronary/major side
branch
250% stenosis
22mm diameter

- N
Median 3.5 years follow-up ] | year follow-up

96.2% staged PC|

(
[
[ 52.8% STEMI : r 1
[
(

60% index procedure ( ]
40% staged PCI

Mehta EHJ 2022
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STEMI or NSTEMI with Multivessel Coronary Artery Disease

At least one additional non-culprit lesion 22.5 mm diameter and 250% stenosis
N=5100

i rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr > Exclusion Criteria:

Planned or prior CABG surgery
- P - . - Inabiiity to identify a culprit lasion for STEMI or NSTEMI
Identify eligible non-culprit lesions - Prior PCI of @ NCL in @ differant vessel from the culprit
lesion within 45 days of randomization
- Planned medical treatment of all qualifying NCLs
See protocol for full exclusion

Randomization

Stratified by: STEMI or NSTEMI, mntended timing of NCL PCI
and particpation inthe OCT sub-study

I

v v
Physiology-Guided NCL PCI Angiography-Guided NCL PCI
Routine PCI of all physiclogically positive lesions Routine PCI of all angiographically suitable lesions
"""" with the goal of complete revascularization with the goal of complete revascularization
n=2|550 n=2550
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, g
OCT Sub-study
(*OPTIONAL)

Primary Objective: Whether vuinerable plaque (ipid-rich plaque and thin cap fibroatheroma)
as identified by OCT imaging predicts major cardiovascular events
N=1510

v
Follow-up Visits

Hospital Discharge, 8 Months, 1 Year, Bi-annually up to common study end date
Median Foliow-up: 3.5 Years

Primary Outcomes
Efficacy: Time to first o ce of the posite of CV death, new M, or ischemia-driven revascularization

Safety: Time to first occurrence of the compesite of clinically significant bleeding, stroke, stent thrombosis. or
contrast-associated acute kidney injury
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* Faut-il revasculariser les Iésions non coupables?
* Quelles lésions revasculariser?

* Quand revasculariser les Iésions non coupables?
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* Faut-il revasculariser les Iésions non coupables?
* Quelles lésions revasculariser?

* Quand revasculariser les Iésions non coupables?
— Durant la procédure index?
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FRAME-AMI 20
562 patients angio guided vs. FFR guided

100
40
Hazard ratio, 0.43 (95% Cl, 0.25-0.75)
-~ 80 P=0.003
) ) £ %
Primary endpoint: 8 o Aadloarolipguidd Ao
death, Ml, g »
revascularization. F
g D —
H b ’ FFR-guided PCI
3 40 ] ; 2 3 :_,—r"'_'
—
ol F
0 1 2 3 4
Years of Follow-up
No. at Risk
Angiography-guided PCI 278 257 223 173 74
FFR-gudad PCI 284 27 237 186 79

Lee et al EHJ 2022
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* Faut-il revasculariser les Iésions non coupables?
* Quelles lésions revasculariser?

* Quand revasculariser les Iésions non coupables?
— Durant la procédure index?
— Durant I’hospitalisation index?
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COMPLETE TRIAL

20

15

Cumulative incidence (%)
10

P<0.001
ol
0 1 2 3 4
No. at Risk Years of Follow-up from randomization
Complete 1353 1270 1093 533 149
Culprit-only 1349 1189 1008 489 132

Timing Analysis: Second Co-Primary Outcome
CV death, MI or IDR

Index Hospitalization

—— Complete
~— Culprit-only

Hazard Ratio 0.47
95% C1 0.38-0.59

Cumulative incidence (%)

No. at Risk

Complete
Culprit-only

&= ECH

=

MARSEILLE

After Discharge

20

—— Complete
Culprit-only

\

10

© Hazard Ratio 0.59
95% Cl 0.43-0.79
P<0.001
o
0 1 2 3 4
Years of Follow-up from randomization

663 616 566 392 180
876 619 551 376 182

/

/5;‘\ Population Health
'&‘ Research Institute

HEALTH THROUGH KNOWLEDGE

Wood DA et al. J Am Coll Cardiol 2019

McMaster

University
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MULTISTARS 2w
840 patients STEMI MVD

Patients with acute STEMI and multivessel disease undergoing PCl
I
Primary PCl of the culprit artery
|
Successful completion of primary PCl and
hemodynamically stable patients

Assessment of inclusion and exclusion criteria

MULTISTARS AMI
hd -
Informed consent Registry

1:1 randomization
/ \
STAGED

complete revascularization

IMMEDIATE
complete revascularization

Immediate PCI of all non-culprit Staged PO of all non-culprit
lesions lesions within 19-45 days

I
’ Primary endpoint: death, non-fatal myocardial infarction, ischemia-driven ‘

revascularization, hospitalization for heart failure, and stroke at 12 months

Stahli et al Am Heart J 2020
www.hightech-cardio.org
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* Faut-il revasculariser les lésions non coupables?: Oui+++
* Quelles lésions revasculariser? Reste a définir (COMPLETE 2)

* Quand revasculariser les lésions non coupables? Timing optimal a
définir
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